Nicotine Tob Res by Garrett, Bridgette E. et al.
Addressing the Social Determinants of Health to Reduce 
Tobacco-Related Disparities
Bridgette E. Garrett, PhD1, Shanta R. Dube, PhD2, Stephen Babb, MPH1, and Tim McAfee, 
MD1
1Office on Smoking and Health, Centers for Disease Control and Prevention, Atlanta, GA
2Division of Epidemiology and Biostatistics, Georgia State University, Atlanta, GA
Abstract
Introduction—Comprehensive tobacco prevention and control efforts that include implementing 
smoke-free air laws, increasing tobacco prices, conducting hard-hitting mass media campaigns, 
and making evidence-based cessation treatments available are effective in reducing tobacco use in 
the general population. However, if these interventions are not implemented in an equitable 
manner, certain population groups may be left out causing or exacerbating disparities in tobacco 
use. Disparities in tobacco use have, in part, stemmed from inequities in the way tobacco control 
policies and programs have been adopted and implemented to reach and impact the most 
vulnerable segments of the population that have the highest rates of smokings (e.g., those with 
lower education and incomes).
Methods—Education and income are the 2 main social determinants of health that negatively 
impact health. However, there are other social determinants of health that must be considered for 
tobacco control policies to be effective in reducing tobacco-related disparities. This article will 
provide an overview of how tobacco control policies and programs can address key social 
determinants of health in order to achieve equity and eliminate disparities in tobacco prevention 
and control.
Results—Tobacco control policy interventions can be effective in addressing the social 
determinants of health in tobacco prevention and control to achieve equity and eliminate tobacco-
related disparities when they are implemented consistently and equitably across all population 
groups.
Conclusions—Taking a social determinants of health approach in tobacco prevention and 
control will be necessary to achieve equity and eliminate tobacco-related disparities.
Introduction
A combination of synergistic public health efforts have led to significant declines in 
smoking prevalence for the general population.1 Data from multiple surveys have 
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documented that the Healthy People 2020 goal of reducing smoking prevalence to less than 
12% has been achieved or exceeded for some population groups; for example, those with 
higher education and incomes. Unfortunately, progress in reducing smoking prevalence has 
been markedly slower among populations of low socioeconomic status (SES) as 
characterized by low incomes, low levels of education, unemployment, and blue-collar and 
service industry workers.2,3 This has resulted in a widening of the disparity in cigarette 
smoking between low- and high-SES smokers (Figures 1 and 2). To be successful in 
achieving further declines in national smoking prevalence, eliminating disparities in 
cigarette smoking, particularly among populations with low SES, will be necessary.
While low SES is a powerful determinant of smoking behavior and predominantly accounts 
for the disparities in tobacco use within the general population, low SES also interacts with a 
complex array of other factors to influence smoking behavior. These factors can include 
race/ethnicity, cultural characteristics, acculturation, social marginalization (e.g., Lesbian, 
Gay, Bisexual and Transgender communities, people with mental illness and substance 
abuse disorders), stress, tobacco industry influence, lack of comprehensive tobacco control 
policies, and lack of community empowerment.4 These determinants of smoking behavior 
can also be described within a larger environmental and social context called the Social 
Determinants of Health (SDH). The World Health Organization (WHO) has described the 
SDH “as the circumstances in which people grow, live, work and age, and the systems put in 
place to deal with illness. These conditions in which people live and die are, in turn, shaped 
by political, social and economic forces, and are characterized by the unequal distribution of 
power, income, goods, and services; unequal access to healthcare, schools, and education; 
and conditions in work and leisure settings, homes, communities, towns, or cities.”5 These 
determinants and their distribution in society interact in unique ways to impact health 
disparities by limiting the ability of many population groups to achieve health equity. For 
this reason, a new social determinants vision for Healthy People 2020 has established a new 
overarching goal to “create social and physical environments that promote good health for 
all.”6
Addressing the SDH will be critical in achieving equity and eliminating disparities in 
tobacco prevention and control. However, addressing education and poverty in order to 
reduce disparities in tobacco use is probably not feasible as doing so would require 
fundamental social change and is not within the traditional practice of tobacco control.7 
While low education and income are the main SDH that can determine increased tobacco 
use, other related SDH such as the unequal distribution of resources, power, and services can 
also lead to inequities in tobacco prevention and control and subsequent disparities in 
tobacco use. These determinants include the unequal distribution of resources for tobacco 
control and limited access to health care services, including limited access to evidence-based 
cessation treatments and services.
While social and economic conditions (e.g., poverty, education, and the unequal distribution 
of resources, power, and services) have the greatest impact on public health and associated 
risk factors such as smoking,7 changing the environmental context is probably the most 
important SDH that can be readily addressed in tobacco control to achieve equity and 
eliminate disparities. WHO has characterized this SDH as “where people grow, live, work 
Garrett et al. Page 2













and age and also the conditions in work and leisure settings, homes, communities, towns, or 
cities.”5 This environmental context has also been described by Frieden7 in his public health 
framework using a 5-tier health impact pyramid (Figure 3). The second tier of the pyramid 
represents interventions that change the environmental context to make healthy options the 
default choice so that they will eventually become the normal choice. In other words, these 
default healthy choices could lead to social norm changes in behavior. One of the main 
mechanisms through which evidence-based tobacco control interventions bring about 
behavioral change is by changing social norms. These interventions can discourage tobacco 
use by making it socially unacceptable. For example, like a disease, smoking cessation may 
be “contagious” in community clusters of smokers, moving quickly through a community or 
social network in a ripple effect once a few smokers quit, demonstrating how shifts in social 
norms may occur.8
Other examples in tobacco control for creating healthier environmental contexts include 
implementing smoke-free laws and taxing tobacco products.7 Findings show that lower-
income communities may be less likely to adopt local smoke-free laws,9 and service and 
blue-collar employees may be less likely to be protected by legislated or voluntary smoke-
free workplace policies.10,11 These are the populations that have the highest prevalence of 
smoking2,3 and secondhand smoke (SHS) exposure.12–14 While changing the environmental 
context to bring about social norm changes has proven to be effective, it is important that 
this approach does not lead to stigmatization of smokers who belong to groups that are 
already marginalized.15 Nevertheless, in order for tobacco control interventions to be 
equitable and to realize their full potential, they need to be implemented in ways that offer 
all populations the opportunity to experience changes in social norms that have proven to be 
instrumental in reducing the burden of tobacco use.
Establishing a health equity framework for tobacco prevention and control that allows for the 
equal distribution of tobacco control programs and policies would provide all population 
groups with the opportunity to receive proven interventions for reducing tobacco use, thus 
achieving equity and eliminating disparities. This will require taking steps to ensure that 
tobacco control programs and policies are implemented in a consistent and equitable 
manner. Such steps would require targeted education toward all affected population groups 
and involving them in the process of planning the adoption and implementation of these 
interventions as early as possible. The following sections of this paper will describe a 
concept for how a SDH approach in tobacco control can effectively achieve equity and 
eliminate tobacco-related disparities by changing the environmental context through the 
equitable adoption and implementation of tobacco control policies and programs.
Achieving Equity and Eliminating Tobacco-Related Disparities
Population-based tobacco control interventions are optimally effective when they are 
implemented within the context of a comprehensive tobacco control program. These 
interventions include increasing the unit price of tobacco products, implementing smoke-
free laws, restricting tobacco promotion, conducting hard-hitting mass media campaigns, 
and making evidence-based cessation treatments accessible for smokers who try to quit in 
response to these interventions or other influences.16 However, if these interventions are not 
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fully implemented to reach and impact all population groups equally, they have the potential 
to exacerbate existing disparities or create new ones. On the other hand, tobacco control 
policies and programs can change social norms regarding tobacco use by changing the time, 
place and manner (i.e., environmental context) in which tobacco products are marketed, 
sold, and consumed in ways that make tobacco products and tobacco use less appealing, 
available, and acceptable. Using this SDH approach, the following tobacco control 
interventions have the potential to advance equity and eliminate disparities if they are indeed 
implemented in a consistent and equitable manner.
Comprehensive Smoke-Free Air Laws
Comprehensive smoke-free air laws protect nonsmokers from SHS exposure by banning 
smoking in workplaces, restaurants, and bars. This policy intervention has the added benefit 
of motivating and helping smokers to quit, as well as contributing to changes in social norms 
around the acceptability of smoking. For example, the prevalence of private smoke-free 
household rules increases in jurisdictions that have comprehensive public smoke-free laws.17
As with smoking prevalence, there have been significant declines in SHS exposure among 
the general population; however, disparities in exposure persist including populations living 
below the federal poverty level.13 It has been reported that people from all socioeconomic 
backgrounds can benefit from comprehensive smoke-free air laws.14,18 However, all 
population groups are not protected equally. Protecting all population groups equally from 
SHS exposure can change environmental and social conditions that can influence tobacco 
use. The best way to protect all population groups equally is to eliminate smoking in all 
indoor spaces.14 In addition to implementing 100% smoke-free policies in workplaces, 
restaurants, and bars, prohibiting smoking in other settings where large numbers of low-SES 
populations can be reached will also be important in changing social norms, reducing SHS 
exposure, and increasing cessation in these groups. This could include implementing smoke-
free policies in public and private multiunit housing facilities and homeless shelters, as well 
as implementing tobacco-free campus policies in mental health and substance abuse 
treatment facilities.19–21
Tobacco Price Increases Coupled With Affordable Cessation Services
Making smoking and the use of tobacco products less affordable by increasing the price of 
tobacco can significantly reduce tobacco use. Scientific studies have shown that this policy 
intervention can discourage initiation among youth and young adults, increase cessation 
among adults, and reduce consumption among those who continue to smoke.22 However, 
when implementing this approach, it will be important to seek to minimize the potential 
unintended consequence of regressivity among low-income smokers. On the one hand, 
because low-income smokers are more price-sensitive, they may be more likely to quit in 
response to price increases. On the other hand, they may lack insurance coverage for 
evidence-based cessation treatment and may be unable to afford or access these treatments if 
they are unable to quit on their own. Low-income smokers who continue to smoke after a 
price increase will be more impacted by a price increase than higher-income smokers, since 
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they will spend a larger proportion of their incomes on cigarettes than higher-income 
smokers.
To address this issue, it will be beneficial to couple policies that increase the price of tobacco 
products with the provision of increased comprehensive tobacco control program activities, 
including accessible, evidence-based cessation services targeted to low-income populations, 
as well as increased tobacco education campaigns.22 If implemented in this manner, tobacco 
price increases have the potential to improve a community’s situation by freeing up income 
that would have otherwise been spent on tobacco products and tobacco-related medical 
costs. Unfortunately, revenue from most tobacco tax increases over the past decade has been 
used to benefit non-tobacco control efforts, and sometimes with simultaneous decreases in 
tobacco control programs.22
Hard-Hitting Mass Media Campaigns
For many decades, the tobacco industry has targeted the marketing of tobacco products to 
low-income and minority communities, including especially high levels of advertising, 
promotion and discounts, particularly at the point-of-sale.23–25 For example, poor and 
minority neighborhoods often have higher density of tobacco retailers and point-of-sale 
advertising.26–28 This type of industry behavior has helped to create and perpetuate 
disparities in tobacco use by creating environmental conditions that increase a community’s 
vulnerability to smoking initiation and impede smoking cessation.4
In addition to targeted marketing by the tobacco industry, higher smoking prevalence and 
lower quit rates among minority and low-SES smokers may be explained in part by these 
smokers having less exposure and access to meaningful information about the harms of 
smoking, thus making them more vulnerable to the promotional activities of the tobacco 
industry. Well-designed mass media campaigns have the potential to counter industry 
marketing, increase awareness of the health effects of tobacco use and SHS exposure, and 
change environmental conditions that encourage people to smoke.
While it has been shown that large antitobacco media campaigns can reduce smoking 
prevalence and cigarette consumption and increase quit rates among the general 
population,22,28 a growing body of literature suggests that not all antitobacco media 
campaigns that promote cessation are appealing to low-SES populations.29 A number of 
studies have found that ads featuring emotional/personal testimonies and graphic images of 
the health effects of tobacco that evoke strong negative emotions are more likely to be 
effective in promoting smoking cessation among low-SES populations in comparison to ads 
that solely provide information on how to quit without the use of testimonials.29–31
Because variations in smoking prevalence between SES groups may stem from differences 
in the understanding of the health hazards of smoking and differences in receptivity to 
smoking-related health messages among low-SES populations,32 it will be important to 
develop mass media campaigns that convey graphic, emotional, and personal testimonies 
that arouse emotions to increase responsiveness to antitobacco messages and in a way that is 
easy to interpret and understand.30
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Sustained Tobacco Control Program Funding
As stated above, WHO has characterized the SDH, in part, as “the unequal distribution of 
power, income, goods, and services….”5 Therefore, a community’s capacity for 
implementing comprehensive tobacco control programs and policies to change the 
environmental context to influence social norm changes will largely depend on sustainable 
funding and capacity. A community’s level of social capital and social cohesion can 
influence tobacco use behavior, determine level of SHS exposure, and the ability to 
successfully quit.33 A 2007 Institute of Medicine Report and the 2014 CDC Best Practices 
for Comprehensive Tobacco Control Programs16 both state that in order to end the tobacco 
use epidemic, states will need to fully implement evidence-based tobacco control programs 
that are comprehensive, sustainable, and accountable. In addition to a state-based approach, 
moving towards eliminating tobacco-related disparities and achieving equity will require 
increasing the capacity of community-based organizations to positively influence changes in 
social norms around tobacco use and building relationships between health departments and 
grassroots efforts.4,16 Ensuring sustainability will also require empowering local agencies to 
build community coalitions and facilitating collaborations among local government bodies, 
voluntary and civic organizations, and diverse community-based organizations.
Conclusion
Taking a SDH approach in tobacco prevention and control (i.e., changing the environmental 
context and ensuring the equal distribution of resources and services) will be necessary to 
achieve equity and eliminate tobacco-related disparities. Tobacco control policy 
interventions have the potential to address these conditions; however, this will not happen 
automatically. It will require that these interventions be implemented consistently and 
equitably across all population groups. In addition, because these policies make it less 
convenient and more costly to smoke while motivating smokers to quit, a case can be made 
that they should be accompanied by readily accessible cessation assistance for those smokers 
who want help quitting, especially in the case of low-income smokers with limited access to 
cessation services. One way to do this is to dedicate a portion of the funding that states 
received from the 1998 Master Settlement Agreement or from tobacco excise taxes to 
comprehensive state tobacco control programs, including cessation services. These services 
can be made available and promoted to low-income residents and other specific population 
groups with especially high prevalence of tobacco use.
While equitable implementation of tobacco control policies can play a part in achieving 
equity and eliminating tobacco-related disparities, additional efforts will be necessary. As 
with tobacco control resources, resources in general have not been distributed equitably in 
the United States. This has been demonstrated by the socioeconomic construct of the “Two 
Americas.” The first America is a healthy and socioeconomically advantaged population 
whereas the second America is an unhealthy, impoverished, and socioeconomically 
disadvantaged population.34 Thus, it is well-established that individuals with low SES have 
worse health across many indicators of SES and many measures of health.35 Therefore, in 
order to achieve equitable health outcomes, people with low SES will need more efforts and 
resources focused directly to their communities. This is particularly true for certain 
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populations such as Blacks and American Indians/ Alaska Natives that have the highest 
levels of low SES in this country and suffer disproportionately from tobacco-related disease 
and death compared to other groups.4
Finally, because there is a complex interplay of factors that determines health behaviors and 
outcomes, the Healthy People 2020 SDH approach calls for moving beyond controlling 
diseases to addressing the factors of their root causes. Because addressing some of these root 
causes may not be feasible within the public health domain, collaborations between public 
health and other sectors that have primary responsibilities for education, transportation, 
community design, food and agriculture, and housing and social services will be required.6
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Current cigarette smoking among adults aged ≥18 years, by poverty status—United States, 
1983–2012, National Health Interview Survey.
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Current cigarette smoking among adults aged ≥18 years, by educational status—United 
States, 1983–2010, National Health Interview Survey.
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The health impact pyramid. Adapted from: Frieden.7
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